
ADVERSE EVENT OUTCOME REPORT                  Report Period_________________
 

Increase in Number of Pressure Ulcers
Definition: The patient had a greater number of pressure ulcers at discharge than he or she had at SOC/ROC.
OASIS M0 triggers: M0450 (SOC/ROC and DC)
 
Pt. Name _________________________________ SOC date _________ DC date_________    MR#____________
 
Age ___________                   Sex _________           Case Manager ______________________________________
 
Review Date ___________________                          Reviewer___________________________________________
 

QUESTIONS YES NO IE COMMENTS
1. Did the patient have pressure ulcer(s) on admission to
home care?

    

2. Did the patient have an increased number of pressure
ulcers at discharge?

    

If the documentation does not support the definition of the above adverse outcome, stop the audit at this point and investigate
how the OASIS errors occurred and re-train staff as needed.
3. Was there a nutritional risk assessment performed at
SOC?

   

4. If nutritional risk was moderate or high, what intervention
was initiated?

    

5. Was pressure ulcer staged consistently throughout care of
pt?

    

6. Was it staged correctly?     
7. Were the pressure ulcers assessed each visit and measured
weekly?

    

8. Did the patient acquire an infection?     
9. Was the patient on antibiotics?     
10. Did the patient have circulatory problems (venous or
arterial)?

    



 
11. Was the patient on steroid therapy?     
12. Did the patient's physical status decline?     
IE = Insufficient evidence documented to make decision/not documented
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QUESTION YES NO IE COMMENTS
13. Was the patient end stage, dying or terminal?     
14. Was the patient incontinent?     
15. If so, how was incontinence managed?     
16. Did the patient have a disease process that contributed
to pressure ulcer development?

    

17. Was the patient cognitively limited or have periods of
confusion?

    

18. Did the patient require the assistance of a caregiver?     
19. If so, was the caregiver able to turn and reposition the
patient?

    

20. Was the patient being turned and repositioned on a
regular time schedule?

    

21. Was mobility/activity limited?     
22. If bedbound, did the patient have a specialty bed or
mattress?

    

23. Was environment conducive to wound care?     
24. Was PT/OT involved in the case?     
Conclusions
Based on the documentation, could this adverse outcome have been prevented?               YES                        NO                 
UNSURE
If yes, what may have been done to prevent the adverse outcome:
 
If no, explain:
 
If uncertain, explain:



 
 

 


